Direct local extension of an extracranial tumour into the cranial fossr should not necessarily be regarded as a contraindication to curative en-bloc resection. Moreover, certain tumours should be expected to be complicated by such an extension and investigation be undertaken as part of preoperative assessment, to determine whether such spread has occurred. When evidence of extension intracranially is shown or suspected, an elective craniotomy, as the initial approach, offers the means of determining the operability of the case. Furthermore, if the initial approach by craniotomy can be complemented by a planned.reconstructive procedure, then we have at our command the ability both to determine the operability and to effect it with safety.
In addition to those tumours of the ethmoid sinuses which these authors have described we would like to add those lesions which in our experience have led to an intracranial extension requing a combined intra-and extra-crania approach to their treatment; they may be grouped as follows: (1) Case 1 A 53-year-old man with a recurrent basal cell carcinoma involving the frontaL ethmoid, and maxillary sinuses, and the orbital cavity (Fig 1) .
An en-bloc resection was planned to include portions of the frontal bone both in the vault and in the anterior cranial fossa, the ethmoid bones, parts of both the greater and lesser wings of the sphenoid, the upper part of the right maxilla, both nasal bones and the mucosal lining of the frontal and ethmoid sinuses bilaterally. A long scalp flap was raised which allowed access for inspection by craniotomy and was wide enough to cover the bone flap and the estimated facial defect (Figs 2-5 ).
Subsequently an arm flap covered the defect left where the hairy scalp flap was dissected thinly from the aponeurosis, leaving the latter as a cover for the dura, whilst the hairy skin was returned to that part of the scalp from which it originated (Fig 6) .
The final cosmetic appearance was helped by a prosthesis of PVC held on spectacles (Fig 7) .
It is now 2i years since the operation and there has been no evidence ofrecurrence. Case 2 A 49-year-old man was referred with an untreated basal cell carcinoma involving the left orbit, root of the nose and whole ofthe left forehead (Fig 8) . X-rays indicated extensive bony destruction involving both frontal bones, extending into the frontal sinus, the floor of the anterior cranial fossa and the roof of the left orbit. A left carotid angiogram showed no evidence of any intradural extension ofthe lesion.
A similar type of approach was planned using a scalp flap 6 in (15 cm) wide to cover an estimated 6 x 6 in (15 x 15 cm) defect after excision of the affected frontal bones and the orbital socket (Fig 9) .
In addition to removal of the frontal bones and the orbital socket en bloc it was necessary to remove a wide area of dura secondarily, overlying the superior sagital sinus and this defect was covered with a fascial graft.
The whole defect, including the fascial graft was covered by the previously raised scalp flap (Fig 10) . Case 3 A 44-year-old man had an infiltrating salivary tumour of the posterior palate, recurrent after both previous surgery and radiotherapy. X-ray appearances suggested that there was an extensive destruction of the floor of the left maxillary antrum and extension to the left sphenoidal sinus and involvement of the tip ofthe petrous temporal.
It was planned to explore the middle cranial fossa and to remove en bloc, if operation was possible, the whole of the involved tissue surrounding the pterygoid plates and any intracranial extension. A possible fistula from the pharynx into the middle cranial fossa might therefore be created by the surgery and it was hoped to close this by a flap of the left temporal muscle.
Access to the cranium was by a five-point left frontotemporal osteoplastic flap. Dural incision allowed exploration of the middle cranial fossa and no dural invasion was found. The dissection then Throughoit the dissection the interl carotid artery could be seen from above and the progress of the dissection from below could be guided so that there was no inadvertent damage to the artery (Fig 11) .
Repair of the defect in the base of the skull was effected using the temporalis which was detached from the bone flap. Although its blood supply was reduced it bled freely when dissd from the bone. Its undersurface which presented into the nasopharynx was covered with a split skin graft on a pack. This ach and planned as far as possible in consultation with the neurosurgeon, so that local tissues carrying their own blood supply, skin flaps and muscle flaps can be used to protect exposed brain and dura from contamination from the exterior. We agree with TEdgerton & Snyder that the responsibility for destruction and repair cannot be separated in dealing with carcinoma of the head and neck, that the first attempt to cure is the best, and that it should be as near perfect as is humanly possible. We have emphasized in this paper that adequately large scalp flaps should be raised not only to give access to the cranium, but also to be available for repair when brain and dura are exposed, and we have found the use of the 'split-lap technique' of Edgerton & Snyder (1965) We would like to draw attention to the use of the temporal muscle flap, to close cranial defects in the middle cranial fossa, as in Case 3.
The cases which we have treated successfully have been of tumours of the basal cell type, the locally invasive lacrimal gland tumours and pathologically similar mixed salivary tumours. The cases of squamous carcinoma involving the ethmoids which we have evaluated have proved to be inoperable or to have refused operation, and it remains to put into execution a blood-carrying flap repair to defects in the region of the cribriform plates of the ethmoid. We are convinced this should be done, rather than a skin graft to dura technique, or skin graft to fascial graft techniques which have been reported elsewhere with a high rate of post-operative meningitis; free skin grafts in these situations are an unsuitable form of repair, since their failure is likely and the degree of protection against infection inadequate.
